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' K038
K 038 | NFPA 101 LIFE SAFETY CODE STANDARD Ko3agy .
$8=D . 1.- Corrective Action
Exit access is arranged so that exits are readily '
accessible at all times in accordance with section JProper signage has been placed
71, 19.2.1 : 'by the delayed egress doors by
-room 134, exit door by
smeking area and exit to
courtyard by the maintenance
staff on 6/11/13.
This STANDARD is not met as evidenced by: 2, Identification
Based on observation, it was determined the
facility failed to have proper signs at exits. The maintenance director
checked all other doors to
The finding included:; €nsure proper signage.
Observation on 5/21/13 at 9:10 AM revealed the 3. Measurement
delayed egress daors in the following locations
did not have the correct signs: Exit door by room The maintenance staff will
134, exit door by the smoking area, and exit into audit all exit doors for one
courtyard. ’ month to ensure compliance,
This finding was acknowledged by the 4. Monitoring
maintenance director and the executive director
during the exit conference on 5/21/13. The Administrator will submit
K 066 NFPA 101 LIFE SAFETY CODE STANDARD K 066 the results of the observations
S8=D ' to the Quality Assurance
Smoking regulations are adopted and include no Commitice, consisting of the
less than the following provisions: Medical Director, Executive
) ) Director, Director of Nursing,
(1) Smoking is prohibited in any room, warid, or and at least 3 other staff
compartiment where flammable liquids, members for one month. The
combustible gases, or oxygen is used or stored Quality Assurance Committee
and in any other hazardous location, and such will review these results and if
area is posted with signs that read NO SMOKING deemed necessary by the
or with the international symbol for no smoking. committee, additional
) ) . education may be provided:
(2) Smoking by patients classified as not the process evaluated/frevised
responsible is prohibited, except when under and or/ the audits reviewed for / /
3 months or umil 100% 7113
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direct supervision.

(3) Ashtrays of noncombustible material and safe
design are provided in alf areas where smoking is
permitted.

{4) Metal containers with self-closing cover
devices into which ashtrays can be emptied are
readily available to all areas where smoking is
permiited. 19.7.4

This STANDARD is not met as evidenced by:
Based on observation, it was determined the
facility failed to ensure metal containers with
self-closing cover devices into which ashtrays can
be emptied were readily available to all areas
where smoking is permitted.

The finding included:

Observation on 5/21/13 at 9:16 AM revealed
there were no metal containers with seif-closing
cover devices into which ashirays can be emptied
in the designated smoking areas.

This finding was acknowledged by the
maintenance director and the executive director
during the exit conference on 5/21/13.
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‘1. Corrective Action

Self closing smoking devices
were placed in the resident
smoking area by the
maintenance staff on 5/24/ 13,

2. Identification

All other areas were found to
be in compliance by the
maintenance staff,

3. Measurement

The maintenance director or
designee will audit the
smoking areas for self closing
devices weekly for one months:
then monthly for two months
to ensure compliance has been |
maintained, Results will be
given to the administrator for
review,

4. Monitoring

The Administrator will submit .
the results of the observations
to the Quality Assurance
Committee, consisting of the

K 130 Medical Director, Executive
Director, Director of Nursin g,
and at Jeast 3 other staff
members for one month. The
Quality Assurance Commitiee
will review these results and if

deemed necessary by the

,7,////3;

IRM CMS-2567(02-99} Previous Versions Obsolete Event ID:4L3121

Facilit
education may be provided:
the process evaluated/revised
and or/ the audits reviewed for
3 months or until 160%
compliance is achieved. The
Executive Director wilj
monifor o ensure continued
compliance.
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This STANDARD is not met as evidenced by:
Based on observation, it was determined the
facility failed to maintain the fire walls,

The finding included:

Observation on 5/21/13 at 9:26 AM revealed the
fire wall in the attic by room 108 did not have
drywall tape and mud on the seems of the drywall
panels; the fire wali in the attic by room 228 had a
penetration around data cable through the wall.

This finding was acknowledged by the
maintenance director and the executive director
during the exit conference on 5/21/1 3.
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. L. Corrective Action

The fire wall in the attic by
foom 108 has been properly
repaired by the maintenance
staff at the time of inspection,

2. Idemtification

All other fire walls were found
to be in compliance during the
survey inspection.

3. Measurement

The maintenance director or
designee will audit firewalls at |
least monthly for two months
and will submit results to the
administrator.

4. Monitoring

The Administrator will submit |
the results of the observations
to the Quality Assurance
Committee, consisting of the
Medical Director, Executive
Director, Director of Nursing,
and at least 3 other staff
members for two months. The
Quality Assurance Committee
will review these results and if
deemed necessary by the
commitiee, additional
education may be provided:
the process evaluated/revised
and or/ the audits reviewed for
3 months or until 100%
compliance is achieved. The
Executive Director wil]
monitor to ensure continued
compliance.
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